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Abstract

Background: Frail older adults require specific, targeted care and expedited shared decision making in the emer-
gency department (ED) to prevent poor outcomes and minimise time spent in this chaotic environment. The Geriatric
Emergency Department Intervention (GEDI) model was developed to help limit these undesirable consequences. This
qualitative study aimed to explore the ways in which two hospital implementation sites implemented the structures
and processes of the GEDI model and to examine the ways in which the i-PARIHS (innovation-Promoting Action on
Research Implementation in Health Services) framework influenced the implementation.

Methods: Using the i-PARIHS approach to implementation, the GEDI model was disseminated into two hospitals
using a detailed implementation toolkit, external and internal facilitators and a structured program of support. Follow-
ing implementation, interviews were conducted with a range of staff involved in the implementation at both sites to
explore the implementation process used. Transcribed interviews were analysed for themes and sub-themes.

Results: There were 31 interviews with clinicians involved in the implementation, conducted across two hospitals,
including interviews with the two external facilitators. Major themes identified included: (i) elements of the GEDI
model adopted or (ii) adapted by implementation sites and (jii) factors that affected the implementation of the GEDI
model. Both sites adopted the model of care and there was general support for the GEDI approach to the manage-
ment of frail older people in the ED. Both sites adapted the structure of the GEDI team and the expertise of the team
members to suit their needs and resources. Elements such as service focus, funding, staff development and service
evaluation were initially adopted but adaptation occurred over time. Resourcing and cost shifting issues at the imple-
mentation sites and at the site providing the external facilitators negatively impacted the facilitation process.

Conclusions: The i-PARIHS framework provided a pragmatic approach to the implementation of the evidenced-
based GEDI model. Passionate, driven clinicians ensured that successful implementation occurred despite unantici-
pated changes in context at both the implementation and host facilitator sites as well as the absence of sustained
facilitation support.
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Background

Emergency Departments (EDs) are chaotic environments
in which frail older people, with complex medical prob-
lems, are placed at risk of iatrogenic complications as
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they are often subjected to prolonged ED lengths of stay
and excessive tests [1-6]. Given the ageing of the popula-
tion nationally, the importance of providing appropriate,
high-quality health care throughout the ED and hospital
journey, for this cohort, is paramount.

There are a variety of programs that focus on geri-
atric emergency care or hospital avoidance for older
adults, in Australia [7, 8] and across the world [9]. More
recently the Geriatric Emergency Department Interven-
tion (GEDI) model was trialled in Queensland, Australia
[10]. The GEDI model is a nurse-led, physician-champi-
oned model of ED care consisting of, but not limited to
frontloaded geriatric tailored assessment, nurse-initiated
specialist referral and shared decision making between
the patient, any substitute decision makers and ED clini-
cians. GEDI is a service managed within the ED and is
responsive to the needs and timelines of ED to facilitate
appropriate referral and discharge planning. However,
the GEDI model fundamentally incorporates a ‘border
spanning’ role aimed at improving inter-disciplinary
communication, entrenching patient-centred decision
making, facilitating safe hospital discharge where possi-
ble and improving fast-tracking of referral and admission
processes when required [11]. The GEDI team prioritise
care for residents from aged care facilities and the frail
older person [12].

Initially, the GEDI model was successfully imple-
mented, in one ED in Queensland [10, 12]. A non-ran-
domised trial indicated that, when the service was in
place, ED and hospital lengths of stay, ED re-presentation
rates and costs to the health service, were all reduced
for adults aged 70years and older [10]. The GEDI model
was awarded the Queensland Premier’s Award for Excel-
lence in Consumer Focus in 2016. Subsequently, a num-
ber of state-funded hospital EDs indicated a willingness
to adopt the GEDI model and additional, non-recurrent
funding was provided to these hospitals to implement
the GEDI model. What was not clear was how well this
model would translate into these other EDs.

Translation of research into practice can be fraught
with difficulty [13, 14]. A full understanding of the dif-
ficulties associated with translating, adapting, integrat-
ing and diffusing evidence-based care innovation is still
needed [15]. An implementation science project, using
the i-PARIHS (innovation-Promoting Action on Research
Implementation in Health Services) approach to imple-
mentation, was undertaken. This approach focuses on
innovation, recipients of change and context and how
these elements are impacted by facilitation [16]. The eval-
uative research study exploring the structures, processes
and outcomes of this implementation included a quanti-
tative study of the outcomes [17] while this article reports
on the qualitative component of this project. The aims of
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this qualitative study were to explore the ways in which
the implementation sites implemented the structures and
processes of the GEDI model and to examine the ways in
which the i-PARIHS approach influenced implementa-
tion. Additionally, we aimed to identify any aspects of the
i-PARIHS framework that may need further expansion or
consideration.

Methods

The larger project employed a multi-method, multi-
phase research design within the pragmatic paradigm.
This philosophical paradigm allows the researcher to
focus on “what works” and provides solutions for prob-
lems utilising methods that best meet their needs and
purposes [18]. The part of the project reported here
employed a descriptive qualitative method [19] and, as
such, the Consolidated criteria for reporting qualitative
research (COREQ) checklist [20] was used to ensure
accurate and complete reporting of the study. As this
was an implementation study the StaRI checklist [21]
was also used to ensure accurate reporting of the imple-
mentation elements of the study. Staff from two hospitals
were interviewed, nine to 15months after implemen-
tation commenced. Hospital A was a large hospital
located in the tropical north of Australia. Hospital B was
a medium sized hospital west of Brisbane, Queensland
Australia. The management of both hospitals had agreed
to trial the implementation of the GEDI model in their
respective EDs.

Innovation to be translated

GEDI is a nurse-led, physician-championed innovative
model of care that aims to improve outcomes for frail
older persons presenting to the ED. The GEDI nurses
are advanced practitioners who have additional experi-
ence and education in gerontology and care of frail, older
people. They work with the primary care ED nurses and
ED physicians providing targeted geriatric assessment,
multi-disciplinary shared decision-making and coordina-
tion of care to facilitate rapid access and coordination of
care through ED, hospital and community services. The
details of this model of care are presented elsewhere [10,
12, 22]. Critical to the integration of the GEDI model
into the ED is the role the ED physician plays in driving
acceptance, policy change, and clinical support to over-
come barriers to implementation. An extensive toolkit
was developed, as part of this project, to assist in setting
up and successfully employing this approach to care [23].

The approach to knowledge translation used in this study

The implementation of the GEDI model in two Queens-
land EDs was based on the i-PARIHS approach to facili-
tation [16] and a Cochrane review that provides evidence
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of the importance of tailoring interventions to the context
[24]. The i-PARIHS framework rationalises implementa-
tion of research into the clinical practice settings through
implementation context, facilitation as integral to success
and the recipients of change [16]. As a first step the pro-
ject team developed a GEDI Implementation Toolkit [23]
which was tailored to the state government policies and
procedures. In line with the i-PARIHS model, the imple-
mentation process was then managed procedurally by
two layers of facilitators, external and internal. The exter-
nal facilitators (EFs) consisted of the ED physician and
senior GEDI nurse who had been involved in the initial
GEDI trial. According to i-PARIHS, the EF is a knowledge
broker, linking the knowledge producers (i.e., clinical and
research team) to the recipients or knowledge users (i.e.,
hospital ED staff) [16]. In this project these EF clinicians
had skills in knowledge translation, change management,
negotiation and influencing, and their activities included
mentoring, coaching and guiding the internal facilita-
tors. They also developed resources related to facilitation.
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These resources included a web-based toolkit, and short
video vignettes for use by the internal facilitators where
‘tricks of the trade’ were shared.

It was planned that these two EF clinicians would host
visits, for the internal facilitators (IFs), at the ED where
the GEDI model was successfully implemented and
visit both new implementation sites a number of times
before and during the implementation. They would then
have regular telephone or videoconference calls with the
implementation sites (see Fig. 1). Funding from the Cor-
porate Division of Queensland Health, the state-wide
public hospital and health service provider, was given to
their public hospital to release them from other duties
and allow them to engage fully in supporting the imple-
mentation sites. At each implementation site there were
two IFs who were the local champions. The IFs (ED phy-
sicians and senior nurses at each site) reflect the role of
boundary spanners in i-PARIHS [16]. In this approach to
implementation the IFs interact and connect with local
staff and the EFs (See Fig. 1).

Visit to Host Hospital

EARLY
IMPLEMENTATION Supported by EF1 and
PHASE EF2

A
Visits to Implementation
Hospitals

EDUCATION PHASE

facilitated visit

Internal facilitator 2 = GEDI Nurse Leader
Senior manager

X1 visit
planned

x 2 IFs at each site and all

GEDI teams involved \
X2 visits
planned

Implementation

X2 IFs work with team to
develop and operate
GEDI service at both sites

FOLLOW-UP PHASE

A4

Implementation Site
GEDI Team liaise with
and educate ED staff and
management

Follow up support from EFs = multiple
teleconference calls and x2 visits

Fig. 1 Diagram of Planned Implementation Strategy
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The IFs bring content expertise, related to care of older
adults in the ED, contextual knowledge of the hospital
system and how to navigate local hospital processes. It
was planned that the IFs would receive guidance from the
EFs to develop and apply skills in knowledge translation
and change management. The IFs were the expert clini-
cians who would manage the program. It was planned
that the IFs would present the toolkit to staff and estab-
lish a local support program, enabling local staff to share
their learning about what worked and what did not work
in the local context. They would also work with other
GEDI and ED staff to undertake an environmental scan
and then develop an action plan to maximise enablers
and overcome barriers to implementing GEDI [25].

Evaluation of GEDI implementation

Semi-structured, audio recorded, interviews were con-
ducted with a range of staff at the two implementation
sites, by author AC, who has PhD and post-doctoral
training in qualitative interviewing. The author AC was
not known to the interviewees, prior to the interviews
but had worked as the Research Fellow/Project Manager
on the original study evaluating the GEDI model.

A purposive sample of relevant medical and nurs-
ing staff was contacted via email. Emails inviting staff
to participate in the study were sent to the IFs and EFs,
middle managers in ED involved in the implementation,
individuals who were appointed to GEDI roles and front-
line ED clinicians. Study information was sent out by the
administrative assistant of the ED. Once individuals had
indicated a willingness to be interviewed, they were con-
tacted by the interviewer. Informed consent was obtained
from interested staff and interviews were scheduled at
a time and place suitable to that staff member. All staff
members elected to be interviewed in a private space in
their workplace and all interviews took between 15 and
60 minutes.

The interviewer employed a range of different ques-
tions and prompts for each of the groups of participants.
Each participant was asked to explain their role and how
they were involved in or interacted with the GEDI model.
Then participants from each group were asked to reflect
on the implementation process, how the GEDI model
impacted their role and how it influenced workplace
practices in the ED. Please see Additional File 1 (Supple-
mentary Materials) for a copy of the interview schedule.

Data analysis

Transcribed interviews were read and re-read, and an
initial label (code) was assigned to sections of text relat-
ing to the adoption or adaptation of different aspects
of the GEDI model by the sites; and the factors influ-
encing implementation at each site. Codes were then
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amalgamated into categories and themes [26]. This ini-
tial coding was undertaken by MW. This researcher is
a very experienced researcher who has both doctoral
and post-doctoral training and experience in qualitative
research methods and has taught these methods for over
30years.

The i-PARIHS framework conceptualises successful
implementation (SI) as involving facilitation (Fac") that
addresses the innovation in practice (I), the recipients
of the innovation (R), and the quality of the context (C)
[SI=Fac"I+R+C)] [27]. Consequently, in addition
to the coding and theme development described above,
the qualitative data were explored in terms of innovation
(and evidence), recipients and context and how these ele-
ments were impacted by facilitation.

Once the initial analysis had been undertaken by MW
and illustrative quotes had been presented in support of
the sub-themes and themes, all authors discussed the
findings. As EM and AT were the external facilitators
and thus heavily invested in the project, the other authors
MW and AC ensured that any emergent themes that
were challenged by EM and AT could be supported by
interview data from study participants. The study find-
ings were not able to be returned to participants as most
participants had left their positions and were not con-
tactable once analysis was undertaken.

Results

In total 17 interviews were recorded with staff in Hospi-
tal A and 12 in Hospital B, in addition the two external
facilitators were also interviewed. These data provided
theoretical saturation along with deep and rich descrip-
tions of the barriers and enablers to implementation and
the utility of the i-PARIHS approach to implementa-
tion. The roles of the people interviewed included mid-
dle managers and senior GEDI staff involved in setting
up the model of care, middle managers involved in the
on-going management of the model of care, GEDI clini-
cians (medical, nursing and pharmacy), ED clinical staff
and the external and internal facilitators involved in the
implementation process.

Generally, all interviewees expressed support for
the GEDI model, and the toolkit developed during the
initial research. A key function of the GEDI team is to
support the ED primary care team to make decisions
about whether a frail, older adult needs to be admit-
ted to the hospital, or whether they can be discharged
safely home, and access care in the community. As an
ED nurse said,

“I think (the GEDI model) helps flow... Either it’s,
“You’re probably going to be discharged. GEDI have
already been in and worked that out. Your daughter
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is on the way.” That happens quickly, or what I'll see
is GEDI have come in and found a problem, and had
it looked at and realised (going) home’s not going to
work. They're going to need a referral and (...) that
happens earlier as a result of more investigation or
more history taking on their part. And I think that
definitely (improves) flow because we'll arrive at that
decision much earlier to refer rather than discharge”
(ED Nurse: Hospital A).

Analysis of the data identified three major themes.
There were elements of the GEDI model (as detailed in the
Toolkit) that had either been: (i) adopted or had been (ii)
adapted by each site and altered in ways not suggested by
the Toolkit. As one GEDI CNC said, ‘Yep, great we've got
the GEDI; but you could adapt it (GEDI Nurse: Hospital
B). In addition, there were data that related to the (iii) fac-
tors that affected the implementation of the GEDI model.

Adoption and adaptation of the GEDI model
There were five sub-themes, each with a number of cate-
gories, identified that related to the elements of the GEDI
model that were adopted and/or adapted for use in the
study EDs. These categories were: Team Structure, Ser-
vice Focus, Organisation and Funding of the GEDI model,
Staff Education and Data Collection for Service Evalua-
tion. Table 1 provides these sub-themes and categories
along with exemplar quotes from the study participants.

The GEDI model specified a team approach, in which
nurses with expertise in the management of frail older
adults, especially in community settings, were upskilled
in ED nursing and assisted the ED teams to make dispo-
sition decisions. These GEDI nurses were supported by
a Physician Champion. This senior medical officer had
additional training in the care of older adults and medical
management of geriatric syndromes. This championing
role extended beyond the change management process
and meant that the GEDI model had a champion in sen-
ior medical forums and in management decision mak-
ing and budget meetings. While the study sites, initially,
understood why these roles were set up this way they all
adapted the model. Most of the nurses were ED nurses
who expressed an interest in caring for older adults but
were expected to upgrade their knowledge and skills in
their own time, using their own resources. Sometimes
this meant they reverted to the role of providing nurs-
ing care in the ED and were diverted from assisting with
disposition decision making. In addition, the implemen-
tation sites added geriatricians, physiotherapists and/or
pharmacists to the team.

The Implementation project was structured around the
i-PARIHS model with EFs and IFs, a structured program
of visits/teleconferences by the staff from implementation
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sites to the development (host) site and vice versa and
funding to support these activities. As can be seen from
Table 2, what was planned (see Fig. 1) did not eventuate
as the senior ED management in the host hospital felt
they could not support releasing the EFs to allow them
to facilitate at the implementation sites. The differences
between what was adopted from the model and what was
adapted were sometimes seen to be really useful e.g., add-
ing a pharmacist or physiotherapist to the team. Other
adaptations were less successful e.g. employing ED nurses
with no experience of community/gerontology nursing
as GEDI nurses. The breakdown in the implementation
plan meant that adaptions were not challenged and the
evidence for changes to the model was not established.
However, as one participant put it, ‘I think actually since
this program started it has highlighted to other (ED) staff;
(...) that we should be learning more about dementia. (...)
There was a dementia/delirium workshop recently and
a lot of them applied for it because they're interested in
learning more. (...) It's a good thing. It’s really highlighted
how we wish we could and should be doing a lot better for
geriatrics in emergency departments” (ED NUM: Hosp
A/1).

Discussion

The results of this qualitative study of the structures and
processes involved in the implementation of the GEDI
model and the outcomes study (reported elsewhere)
[17] indicate that there was a successful implementation
of a new model of ED care for older adults at the study
sites. Localisation of the model occurred with varying
degrees of adoption of recommended practice and local
adaptation of structures and processes. The results of the
quantitative study [17] suggest that the implementation
process resulted in improved outcomes for frail older
adults but not of the same quantum as demonstrated at
the original trial site.

The evidence, for practical and successful ED inter-
vention implementation, remains scant [28]. Projects in
which interventions were implemented across multiple
sites tailored i-PARIHS to suit their needs [29-33]. The
results of their implementations had several common
findings with our study including variation in model con-
cordance [30], lack of accountability for tasks impacting
workload [32], and a lack of protected time for imple-
mentation facilitation [33]. Evidence for implementation
evaluation relating to care coordination for older adults
also supports the findings of our study, specifically, that
organisational involvement is critical, yet hampered by
organisational change [31].

One of the key activities in successful implementations
of health interventions is engagement that is early, con-
tinuous and widespread [34]. Experience with the initial



Page 6 of 14

(2022) 22:692

Wallis et al. BMC Health Services Research

(g dsoH :ND 1g3D) ,Puo|e swod

1ey) sa|pAny 31| 943 JO 10| e 31elpadxa sa0p oH
'syuaiied ayi se ||am se s103100p 3yl 1oy Injdjay
A][B31 5,31 DIBYM ‘SS3DDB 0} MOY SMOUY 3y pue
243y WOJJ 18y} 324N0S ||,2Y dD Y1 ||BD S0P 3H
‘ApRINb 0s a1ay3 Ul $196 9y pue aAndeod A|jeal
(05[e) S9H "NOA buneonpa 1e 1ealb s| (31s1Pewleyd
13D 2y1) spewteyd e buiney 1ea1b usaq s,

(v dsoH aseuweyd [d39)

,B1919219 SUIDUOD A BuIssaIdXe do) ay3 01 a119)
SU3 21UM p,| ‘duloy Bulob a1,A3u3 §| ISIorWIRYd
pJem 943 [|BD USYO ||| ‘1ey3 1] BulyiAue Jo sulad
-uod Jofew Aue s1ay3 4| "uejd uonde Uo[edIPaW B
106 aA,A3Y1 ‘WayY1 Uaas 9A | pue ‘g3 2Aed)| siuaiied
133D UdUM ‘03 Ul Aels | (1sdeulieyd |39 Ui sy),
(sg dsoH

“DND 1d39) ,P4eOG U0 8W0d ND Wi |Inj B 'ND 8L
pue suenuleuab syl pue o1sAyd ayi pey am usyl
"(OND 133D 2Y3) Isnf sem 1t $399m 2143 151y dy ],
(V dsOH :ND 133D) ;g 91| € 3] 2U9M aMm

05 '$9]04 1210 03Ul paddalsapis 106 suoidweyd
1IN0 35NeJ3q SN[ Sem 1| "1l 01Ul 10D 9M UdYym Ing
SYIUOW M3} 1514 Y3 Jou ‘Ul parioddnsun g 9|
£ 113} 9 133D Yim LIEIs noyyip e unb pey apn,
(v dsoH

:d3 AN) ;a3 Ul pasiom AJuo oym 3sinN [ensed e
SeAM SUO PUB JBIS (03 219M WS JO OM] '0G "SIA Y
1910J2q Je1s g3 24am s|g3o INoA Jo ||V ||
,22Usl1adxa (3 18yl Uyl pue 9dUSLSdXS [eDIPSW
1By} **"MOUY NOA "3|ge|IeAR DR SIDIAISS 1eYM
Buimous| pue ‘eousiadxs AUNWWOod pue g3
'(Kbojouoiab) Buirey Jo e1934111 a1 196 01 pley
SeM 11 9DIAPE (,SI01B1I|IDB) [EUIRIXS SY3) UO BUIoD),

SN>04 AJINISS

1d3d
Ul '$3]0J Yi|eay paljje pue uepiensb papnpau)

(g dsoH :0NS
@a3) ,Aemerybiesis uo 1ybnoiq |je a1om A3y Y
Ajuo uoidweyd abueyd juoiduieyo uep Abojoiuoiab ul bujutesy jeuony
S U995 pue palieA 9|0 uoldueyd uepisAyd -1sSAYd 23 196 JO 1I0S NOA PIP USYM ‘0S puy |,  -IPPe yum uenisAyd g3 st uoidueyd uepisAyd

(g dsoH DND 1339)

- AlUNWIWOD Y} Ul pue SpIem sy} Uo ‘Mou
$1E9A Q7 JOAO 10} 3SINU B SE PIXIOM A | ‘UeaA 1y
$d3 9Y3 U uey) JaYio sdiielab

yum adusadxe Joud 1ayio Aue pey nok sneH i,
(v dSOH IWNN @3) /1s2191Ul U e pey

Bululell oM} JaYl0 3yl puy died pabe yim adods poob ‘g3 ul buppom acusLdxe
YUM $3sINU d3 Jayiel sasinu ABojoiuotab /10 e 9)Nb sey ‘Mouy| | Se Jej Se pue 9DUSLISAXS  SUIOS SABY PUR S1NPE J9P|O 104 918D AUUNUIIOD
AHUNWWOD 10U - pUNOIBYDEQ ISqUISW Wes| ALUNWWOD JO 10| B SBY SISINN Y3 JO dUQ, Ul 9dUSLSdX3 SAISUSIXS 9ARY Wea) buisinu |[g3D

24Nn)oNJ3s weaj

sajonb Jejdwaxy

sali0bale) pue sswayl-qns sajonb Jejdwax3 sali063je) pue sawayi-qns

uoneydepy uondopy

uoneydepe pue uondope JO Sawayl Jofewl 0M] ay3 01 pale|al 910N wiequan Jejduwaxa pue saobaled ‘sawayi-gns | ajger



Page 7 of 14

(2022) 22:692

Wallis et al. BMC Health Services Research

(g dsoH DND 1339)

~sKel-x pue Abojoyied 1noge as|a Bulyifians o1
910plUe U Se eyl UnlM pays quaned ayy 1o}
1J2Udq WI3-HU0| 3y 38 BUM 00| 3,usem ays ing
"1yauaq Aue Uaaq aABY J,UpP|NOM A|[ea1 3] ‘dwoy
Buisinu e Ul usaq aA, Ay buoj moy pue A10isiy
s uslied ay) O JUSIXa 3yl USAIB YdIym 1un Uol}
-11|Iqeyal 341 01 pauIdjsuell aq Juaned syl (1eyl)
‘PapuaWIWIOdal (ND |d3D MaU ay3) puy |ej e
pey (pue) ‘swoy buisinu e uj palj usied e,

(v dSOH :ueidLIeLaD)

() uosiad ay1 pulyag pag ayi as0J2 NOA ssajun
'PaQ Y1 01Ul 35|92 2UOLWIOS INd NOA JI paq 1eY) Ul
SAB1S SUODWIOS JI ASUOW DARS A||en1de 1,ussaop 1l
s1a|gno Yy (") Ig3D 404 S1yauaq Syl Jo sbps
-|MOUY| JO [9A3] pOOD B SIay1julyl | (") Loddns
pue sBuIAeS [PIDUBUY JO S1Y2USQ PR1RIISUOWISP
UM UAS YUIYL | ‘PIPUN) AURLIND S| IeYM dA0Qe
BuiyiAue puny 01 SHH Y1 JO UOIeNIS [eDURUY
93U Ulyum A3deded S 219yl 18yl 24NS 10U Ul,|,

(v dsoH :enuawag DND)

Bujob a1,Aay3 alaym Ajpoexa mouy sjdoad 1eyl
0S Papaau Sl 1BYM §,1eU1 9GARW pUE [9POW 3L
1depe Ajjenioe pjnod am ‘oS 1 SI0p ‘I1Sey pue piey
90 01 9ARY 1,US90P 1l 9SNedag Juswiliedsp g3 syl
ul A)jepads d13eab INo pue s|[ey INO SPIRMO]
2I0W 11q 911| B %00| pUe 1iq 33| e 11 1depe am
1,Ued AYM ‘WI0) JUS4IND SY Ul Buiyiom 1ou saijl =,

(g dsoH :DND 1g3D) ;U0 Aies 0S 9|01 1y 01Ul bunn

-196 SN JUeM JL,UPIP | ING ‘OP |[e UBD 9M ‘SUOP 9A|
yoiym ‘son3 bupey ‘Abojoyied [e1suab ayy buiop
'MOUY NOA pue syied-e-11od woly spoolq buiyel
SeM 2US 3,11 Op 01 9W payse 3 Ul Japes| wea}

941 ‘4O, ‘PIeS 9YS 11 IN0gEe U3y 01 9%0ds | usym: ",
(v dsoH :ND 1g39) ,buiy Jo pubt 1eyy pue synsai
syuapied asoyy buieb areipadxa 01 3 Bulop a49m
‘Buisinu Arewid ay3 op 01 se yonwi os 31 buiop
10U 319M PUY SHDF Y1 ‘SB|NUURD 341 'SPOO|q
941 Op |13 ||,2M ‘01 DARY ||13S 9M JI MOU3 NOK ‘OS,,

9|01 104 pased
-24d ApUSRLYNSUI JJe1s [J3D — UoIeINpa Jeis

[eLI 91 J2)e 3|ge|IeAR 90 10U AeW Bulpun4

|18} 31s0d paniwpe ajdoad 01 synpe Jap|o
[I_J) pUB 4D\Y WOI) Aeme sndoy (3D PIYIYS

10§ W1} 9ARY LUPIP S3sINu Atewind
SY3 91D [BDIUI|D SY1 JO SWIOS PIP $3SINU [JTD

(v dsoH :ND 1d39) ,(O00W
enuaws buipueisIOPUN) 3SIN0D SVLN Y}
Bunels 1snf says pres sey (ND [dID maue) =,

1nu g3 pue Abojoiuoiab
INOGE UO11eINPS 151[e1Dads Pasu $9sINU |J3D

sjjnpe Jap|o [Iel) JO d1ed pue 3|04 |JID INOGe UoIIedNPS el

(V¥ dSOH :gN), " PaWYUOD S31BY] Jayiaym

4O SWUS1 Ul Bulyiou mouy| | Ing ‘Buliayo ayi ul
A3uow a10W g Aew aJay1 Jayied | 1nq 1aq
-W923( JO puUd Y1 1o sunJ (buipuny ayy) 1,

(v dsoH :\3 101293110) ,;poob aunb
s1 9be1an0d ‘sinoy poob ainb 106 an kay ],

(v dsoH :ND 1d3D) auy

219M A3Y] "W Yum paxiom isn(s10100d ay
612U Ym Aexo noA a1y -a1nieubis JnoA pasu

] INg ‘Jutod SWOS 18 dluld AJOWSW dY3} 03 U0
19§21 01 JueM A|[eal |, (ples pue) uejd Wiy e yim
1USM NOK 41 Aj[e1dadsa poob Ajjeas ‘Ajjeal sem 1|,
(v dsoH :@sinN @3) ;,ulea1 ay3 jo 1ed poob e ‘05

‘(***) pa1dadsas pue 01 paualsl| 34,431 puy UoIS

-Slwipe Juaned-ul ue pasu op Aayi ‘a1endoidde
1,Us] Ae1S 1Joys agARA], 10 ;SWOY WY1 puas ()

UBd 9M 1Byl 3INS 10U W,| "OU ‘A||en1dYy, ‘S10100(Q
@3 (01 Kes [g3D) a19ym sawiil 00| 2in3did ued |,

19bpng g3 woyy suonisod jo buipun4

0091-0€£0 SPU=%99M '0€61-0€£0
sKepyoam pue sAep / =32IAI3S JO SINOH

321A435 |@3D Jo Buipuny pue uonesiuebiQ

Bupew
UOIS|23p UopIsods|p Uo pasndo) asINN [d3D

sajonb Jejdwaxy

sa110633e) pue sawayl-qns

sajonb sejdwax3

sa11063)e) pue sawayl-qng

uoneydepy

uondopy

(panunuod) L ajqey



Page 8 of 14

(2022) 22:692

Wallis et al. BMC Health Services Research

132440 [eJIP3IN JOIUSS QWS ‘(99MBIAIRIUI) JUSpUOdSDY

4 ‘(3un jenpiaipul jo 1abeueuw) Jabeuely yun NN WNN ‘(siun ajdiynw Buisudwod uoisiAlp [eudsoy jo Jabeuew) 1033311Q BulsINN GN “19M3IAIUI | ‘g/Y [eNdSOH g/y dsoH ‘uoiiuaniaiu| Juswnedaq Aduabiawg
Ju3RLD |GTFD ‘DuPIpa Aduabiawl 3 ‘Wuswiiedaq A>uabiawg g7 ‘(WaisAs a1els Ul asinu A3jedads 4O [9A3] PUODIS) JURYNSUOD 3SINN [BI1UD DND ‘(W3sAS 31e3s Ul 3sinu A}jeidads JO [9A3] 3S1y) 3SINN [ed1Ul]D N :puaba

(v dsoH :d3 AN) ‘qof g e s ‘elep ayy

109]]02 (***) 03 bulAeY W] OS 9|01 Y3 BuI oM eis
JO 314 ||ews AIaA e sl A|SNOIAQO puy ‘sabujjeyd
B1g Y3 JO SUO S31BY] YNIS PUB JIMIIA 3} 0IUO
pue ybnoiyl auoh 10U S I YAT| Ul SSUIIBWIOS
Uol1PIUSWINDOP ey} bulpuy sbusjjeyd e uaaq s,
(6/2ND 1339/4) 18 Buptoo| sem

| Yeym jo buipueisispun ‘1eyy buluieb e peq Aloa
sem | Inq ‘1939603 uonewlojul eyr b oy,

(v dSOH : N3 1010211Q) ;,[|oM HIom

01 SUW9S 1eyl pue bululely 9dA 100} 3y Uo JO
10] B 521241 ‘0S,¢|@3D SIBUYM (3BYI SOYAN, ‘PUNOI
Bujuiesy 100y a3 Uo 1 Jo 10| e s18y1 Jualed ay3
UM SAIIDRIDIUI OS PUB 3|GISIA OS 31,4341 95nedaq
‘urebe Ing Ynoyip a1ND si SIY3 31| SSARRMIUL YUM
21ep 01 dn wayy buidaay os ‘Apuanbaly a1nb
31E101 JO 1IOS 0} U} eis Jojun( INQ ‘Jeis [ed
-|pawW Jojuas ‘Ye3s buisinu Jojuas ayy 1e paiabiey
4O 1os Ajuiew sem | -92a1d ay3 Ul UO Alea Uoled
-NP3 2WOS AJUIELIDD SEM I3 OS ‘Pa1IeIS 151y 9|0J
3U} UBYM UO A}1BS 1B JO SUIOS SBM DI3UI JUIY} |,

e1RP 9DIAIDS [D]U|D 3SA[RUR PUR SS3IJE O}
S|II4S 941 9ABY 10U ABW S3|04 |JFD Ul SUBPIUID

UOIIRIUSLIO JJBIS M3U
Ul papN|oUl 10U 9104 133D — Ajleriul 9|01 1339
1N0Qe Pa1edNP3 AJUO Jels 3 — uonednpa Jeis

(v dsoH uoidwieyD uenisAyd [d3o)

L SUIUOW SAY (3S44) 1ey) Ul e1ep Jo 10| e pIp |,

(v dsoH :ND @3) ,sdnoub 1uaiaip omy Jo Aep
KID9AD 9DIAISS-UJ INOY J|ey B 9ARY 9M 35NeIq
so1doy oyjdads @39 uo Ajleinbas wiayy op o1
payse a4,A3U1 MOUY| | puy (") NS duielab
YoAsd () ‘Bujuaalds eliuSWSP pue wnyiep e
‘JUBWISS3SSE |/f 03 BUIOb Jaquuawal | () uayy
3DUIS PUy Pa133dxa Sem 1eYM PUB SeM 3]0l
343 1eyM INOGER UOIIBINPS 4O 10| € pey am dn
195 || SeM 1 USUM A|[BIIUl ‘US| 'S2DIAISS-UI
40 JaqWinu e a1Nb 8uop 5,(OND 133D dYL),

9DIAISS JO
SUOISEID20 pue seWwod1N0 (J4 JO UOND9||0D ele(

uoljenjeAa a9JlAJss 10j U0oI}d9)|0d eleq

AbBojo1uoIab 03 pajejas uswdo

-[onap yess ur ebebus [g39 pue 3 oyl uridio
JO 9|01 Y1 01 PAIUBLIO 8q 01 Pa3U JJP1S MBN

sajonb Jejdwaxy

sali063)e) pue sawayi-qns

sajonb sejdwax3

sali063)e) pue sawayi-qns

uoneydepy

uondopy

(panunuod) | sjqer



Page 9 of 14

(2022) 22:692

Wallis et al. BMC Health Services Research

(g Joyey|Ided [eUIIXT)

L(Juswiniedaq y3esH 2115 03 3ok 1odai 01 pey
2U0-ON "(Fusweda yieaH 31e1S) Woly 196png
|euoliesado (73 Y3 O} PaLIRJSURIY DISM SPUNy Y],

(g J01eYI|1DBH [BUIRIXT) ,PUIU I3 pabUBYD pIeS am
BuIyioN *(g pue v sjendsoH) 1oddns 01 paseajal
90 01 9|C 3¢ 10U P|NOM SM P|O1 ISN[ 319M AN,

[g dsoH DND 1d39], " $5D3 ‘spooiq ay3

Bujop sem ays pue Jualied syl mes ays 3sinu g3
ue bulag 01 32eq pananal ays 1usned A19As Yum
1NQ ‘P1SI1UI A||RD) pUR U A|[BS) PaWID3S (ND
|J3O € 4O 2|01 BY3 UO 300} OYM 3sInU J3F Ue) **,
v

dsoH :ND I33D)], g 31| B Y| 319M 3M 05 ‘s3]0l
1330 oyu| paddsisapis 106 suoidweyd ino- -,

[v dsoH :DND 1339 ;210w

-Aue 31941 1Joddns ay3 10U 521343 1eY] 994 0P |,
[g dsoH DND 1d39],(2ANX3 Ja1YD) [endsoH) 3D
a3 sem buirow 10] iy 106 1eyl buiyy Ajuo sy,
[v dSoH ‘ANN @3) ,1oddns Jo 10|

e pauleb Ajlsuuyap ay ‘oS ‘aied pabe s ‘oljopiod
Sy s,1ey1 (suepisAyd @3) Ino Jo auo ‘Ajjeniul,

[y dsoH 3 Jo1dauid] ,|erdsoy 01 paniwpe

196 1ey3 Syusnied Ajsp)e 4O Jaquinu ay1 Buidnpal
'3|q1ssod J1 ‘Jo uonuaul 9Y1 Yyim pue Adeweyd
pue Buisinu Aq payels (s 921A195 |39 9Y1),
[751u] :g dsoH] ,015Ayd e 10y papuny am ‘0 saauy
a1 ul suted 106 oA Aay3 1sn( 1o ‘BUYIBWOS painy
-Del) 9A,A341 IO ‘s||ej yum 1uasaid siusned syl

Jo Alofew ay3 asnedaq oisAyd e pspasu |g3D,

‘Joddns 2115 uopeiusw|dul uy obebua
03 95321 43 1oddns 03 pasn J0u pue 196png
|euonesado g3 ul psbeuew sem Buipund

‘SaIIAIDR Uoneluswa|dwi pauued
40 95 AJuo puny 01 pasn alis |39 [eulbLo
0 Juswpiedaq Yi[eaH WOl paLIajsuel} spund

'SNDOJ JNP. J3P|O [PUOI
-Ippe YaM $3sinuU (03 a4ed Alewiud se uass |39
‘paliajsueil uayl - Juswabeuew

abueyd [eniul u paajoaul uoiduweyd ueidisAyd

|9POW JOJ PUNOIBXDBQ SAISUSIXS JO SIPME 10U
si9beurPW Mau ‘paAoW Siobeurw dAI0dANS

[spow |d35

|eUIbLIO Se 92I0PIOM SWiesS aY1 JO pasdwiod
A[1IBSSSD3U 10U SPUSY99M 1B SINOY 8 PUE %99M
e sAep Unoy-¢ | bunelado weal paiedipap v

"109(0id uoneyusws|dwi ioy 1dag
Yl|eSH WO} pallajsueil spuny 1oy a|qisuodsal
2J9M 315 1591 |(3D [eUIBIIO 1. JusWabeur|y

S 9Ms 11oddns 01 uolEPOWIWOdDe
pue [9Ael} 10} pUe UOIIEY|1DB) [9POW |ID Ul
P2A|OAUL 9q 01 JJe1S ||yyDeq 01 papircid buipuny

'$95INU 13D JO 1oddns pue Juswsbeuew Aep
-031-ABpP Ul PaA|OAUL UoIdUIRYD URIDISAYJ "Wea)
1uswabeuew J3 4o 1ed asinu JoIuss |J3D Yum
siobeuew g3 Aq pabeuewl ag 01 weal |[d3D

"9AIINDIXT YUM |dTD 4oy BuzedoApe ‘uon
-eyuswiajdul |39 Jo aaioddns A|jny siabeuey

[ce'el-L 1] paysignd
suojenjeAs aWO21N0O pue ssan0ud 2JN10N.I1S
—1P{|00L [JID By U0 Paseq — [3pow |03D

spuny 193foid Jo [eRINboe 10j A1ljIgRIUNODDY

uoleluswa|dwi SHIYVd-1 104 spund
Buipung

90URUISA0D)

s1abeueW pUB SUBIDIUID USMIS] UOIRIOGE||0D

|9POW paseg-aouspiAg

Buluueld

?jonb bunioddng pajuswa|dwi sem jyeym pauue|d sem Jeym
salobaje)
uonejuswa|dw) saway L

ssa201d uoleyuaWS|dWl 3y 03 paiejal sa1onb Wiieqan Jejdulaxa pue ssiiobajed ‘sawsy] g ajqel



Page 10 of 14

(2022) 22:692

Wallis et al. BMC Health Services Research

(g dsoH

:uoidueyd uepIsAyd |g3o),;90U0 Wiayl 12U Ajuo
aA,| 0s ‘paddols a1am sbuieaw ay3 3dUls 10N Y
$@3 9Y1 Ul 319y |01 ay1 buruoiduieyd asuls (543
3U1) Y1IM 10BIUOD J3Y10 AUe pey nok aney
(v dsoH :ND 103D ,syauow

10} 10U 1Ng ‘U331 DUIS S3DURISJU0D3|9) JO 3|dNn0od
2 M BUI93W B Ul U33Q SA,| USY3 PUY SN YIM
213y sAep 9a1y1 Inoge Juads pue 3 pauswajdwi
151 9M UayM 243y dn swed (g Joeyjioed [eu
-191X3) PUe (Jaquiaw Jeis yijeaH jo 1daqg) usyy
pue ‘pauiels 151y 1 Usym Aienuer Ui sAep Inoj o
sAep 23141 INOQe 10} 2134} UMOP JUIM M ‘OS,

(v dsoH :DND Id3D) (") 4ouseq [edmjod e

JOUG B NY M () 'SI (v J01eI|1DRS [eUID1IXT) AJDAY|
MOY MOUS| NOA ‘WI00J Y3 Ul WY} 9ARY 0} INg
JUBM | SB YDNUWI Se 1 |95 UBD | 'SNOd3yul Sl ABIaus
11343 9snedag "yiuouwl e Aep e 1oy (OND |d3D) pue
(uoidwieyd uemIsAyd) aseafal pjnom (sloley|ioe}
|eula1xa ay1 buipiroid [endsoH) buidoy a1em am
SI'(**") aw oy Buiyy bunuioddesip ayi yuy |,

(v dsoH

:UedUIRLRD),|QID 4O} SIYaUaQ 3Y1 JO abpajmouy
JO [9A3] POODH B S2I3U3 YUIY] | JUSWIOW 33 18
9UI[958q 1SN0 BuIpuUNy [PUOIIPPE 196 [|IM SIDIAISS
Auew moy ains 30U W, ‘Loddns pue sbuires
[eIDUBUY JO SIYDUSQ PIIRIISUOUISP YIM USAS
SUIYL | "papuny AU st ieym anoge buiyiue
puny 03 (jeadsoy) ay1 Jo uopenys [epueUy

ay1 ulyum Aypeded si 219y 1eY1 3INS 10U W],

(V dsoH 1NN @3) e 219m

2UBYM MOUY JUOp | INg Weiboid Y1 snuiuod o}
Buipuny 1oy A|dde 01 ased ssauisng e ur bumnd
sem (uoldweyd uepisAyd) st mouy | |1y “bulpuny
1Ua1indas dn 321d O} 9ABY 9M Uy} pUB SYIUOW 7 |
Joy uoneaouur Joy dn 13s st (1daq yijesH ay3) ‘oS,

SMSIA J9)Je
suoldweyd ueIsAyd Usam1ag 10e1U0D ON »
‘PIPIBU SB SYIUOW XIS

10J 5911 uoeIURWR|dwl Y10q pue [endsoy 150y
18 DND 03D U9aMIaQ SUOIIRYNSUOD dUOYd
'sbuiesw oN g dsoH Ag 9115 1504 01 USIA SUQ *
Bullesw auo pusne o1 a|ge A|uo

V 43 SYIUOW € J9AO / 31 Y1M SBUNSaW JNo4 «
Enlile}

9IS 1504 PalISIA SisbrURW AJUlPW — JJB1S SWOS
"92U0 2S

(SJ01R11[12B) [BUISIXS YUM SMIIAIDIUI WOJ)
"duoydal|al Ag UOIIBYNSUOD 10} SINOY IDIAISS
BuLINp S|ge|ieAR $101B1[1D8) [PUISIXS SARH -
‘sbunaaw uon

-ejuswia|dwi-1sod AjLIuOW Usyl A|yoom oAeH -
9MS |39 Ulew AsIA

SI01R|1DB) [UISIUI UOIRIUSWS|AW |G 9ARH *
‘SoUlI} €—¢ SaUs uoneluawa|du

SUO PASIA \/ 47 "92UO S3MS OMI 3U1 PRAISIA G 47+ Yl PUDNL (S47) SI01LM|IDeS [eUIDIXT 341 BUlARH -

ue|d ssauisng dojansp 01 payse
35INU JOJUSS |JTD) "s3j04 pabueypd siabeueyy

ue|d ssauisng
dojensp 01 sa1s uonejuswa|duwi 1e JJels JoIuss

si01e11|108)
[eUIRIXS Aq SI03RY|IDR) [PUIRIUI JO LoddNg

swea|

[9poW |g3D 4O Bulpuny USLINI3Y

9jonb bunioddng

pajuswa|dwi sem yeym

pauue|d sem Jeym\

uonejuswa|dwi

salobaje)
saway

(panunuod) g ajqey



Page 11 of 14

(2022) 22:692

Wallis et al. BMC Health Services Research

(Hun [enpliAipul jo Jabeuew) Jabeuepy uun asINN WNN “(SHun 3jdinw Buisudwod uolsiAlp [eudsoy jo Jabeuew) J01da11q BuisinN gN ‘d/Y [eNdsoH g/y dsoH ‘uoiuaniaiu] Juswnedaq Aduabiawg

SU3RLIID |gFD ‘DUPIPa Aduabiawl 7 ‘Wuswiledaq A>usbiawl g7 ‘(WaisAs a3els ul 9sinu A3e1dads 4O [9AS] PUOISS) JURNSUOD) 3SINN €

D OND ‘(WwaisAs a3e3s ul asinu A3erdads 4O [9A3] 3s1Y) 3SINN [edIUlD ND :puabaT

(v dsoH :uenishyd g3),Ingesn

SBM 1| 'S9K ‘U "1X2) 9DUIJ3J B IYI| JO 1I0S B Y|
195N NOA J1 '0S (**7) "uonsanb dypads e aney nok
411NJasn s3I pue poob Si SSaUAAISUIYIAWOD SH
(ing) “Aes p,| buoj 0oy A|qeqoid s3| ‘Buo| A1aA s,

(g dsoH

DND [J3D) ,S2UWOIPUAS dlrelsb 3yl yum syuaned
10y Ajutew (s uepieuab |3 ay1) SAes 1l pue
(3104) uepLIELSH 3Y1 S0y UoNdIDSIP) 3|04 B PIP
(uepu1euab |dID IsIY YL ) * 99s Asyl syuaned
1eym uo Jejndpled A1aa (I uepuielsb (3o ayy),
(g dsoH :uoidwieyd uenisAyd |d3) usw
-Jedap Aw up uoidweyd ayy aq o3 Addey sem

| ‘PaAJOAUI BUINISD Ul Pa1SaIaIUL D19M OYM SUBID
-11eLab 3y} SeM 11 1yl pJeay | Uaym Ing (DIAIS
|39 2y1 dn Bunias) Ul PaAJOAUL ADRUIP (3USem |),

(v

dsoH :gN @3) ,4o1deq [eonijod e jo g e iy am: Y,
(¥ dSOH JWNN @3F) ,Joquiswiai 3,ued | “[|am

Se W0 aAeY Aewl (J9DeUBW 3|PPI) YUIYY | YHM
Huole 1ey1 01 2I19Yl UMOP JUSM Y10q | pue (dN
d3) ‘0S "uo 3ye1 01 1| paM Wetboid poob e s
sIy3 3ybnoyy pue Bunsaisiur i punoy (WNN dI) |,

‘]opow a3 Jo s3dadse buluiejdxs sa112ubia
OSPIA [RUOILIPPE PUE UOISISA SUIJUO Ue ‘OS|y
“JUWND0p Jpd e Se 2|ge|IeAR 11|00} U1

‘Kem awes ayy

Ul Wweal |g3o ay3 1oddns 03 aNUUOD 10U PIP
uedLIesb mau ayi ‘sqol psbueyd uepiielsb
SIYY USYAA ‘g3 Ulym pakojduls 1ou ueidlielab
e 01 pabueyd poddns uolisidap ay] “ssedoid
abueypd [eniul ay1 bupnp PaAjoAul AjUO sem
uedIsAyd g3 ay1 aus uoneusws|dwl aUo uj

“JUIRJISUOD [BISY JO SOWIL Ul [9POW JO 3dURAS|DI
995 10U pIp siabeuew MaN ‘pabueyd sisbeuely

921ASS @39 B dn BUIISS Ul 1SISSe 01 S92IN0SY
(1) ‘;opow [d39 ay3 o uoneueidxg (1) 143D 104
92USpIAS pUe 3|eUONE) ‘pPUNOIBYDEY (1) Papn|Dul
1eY3 USWNJOP Jpd e se paplAoid 114|00] USIIA

'$9sINU
|39 01 Woddns uojspep A|ddns pue sasinu
Id3O Yum Aj2Aneioge||od buiyiom ur suediskyd
@3 2bebus pjnom ‘os|y “weal buisinu |[d3on
uoddns pue 1nudal ‘9sed ssaulsng dojaAsp o}
95INU |J3D JOIUas Y3 yum Bupyiom Jauueds Ale
-puNOq e Se 128 PINOM J3DLJO [BDIPAW JOIUSS VY

‘uolen|eAs
pue JuswdojaAsp [apoul |39 4oy Loddns
JISBISNLIUS SNURUOD 01 sisbeurw 3|PPIN

Ajian apjooL
jjooy

uoidweyd uepisAyd jo 9|0y

[opow [g3D Joj Hoddns Juswabeuew |ppIA

jonb bunioddng

pajuswa|dwi sem yeym

pauue|d sem Jeym

uonejuswa|dwi

salobaje)
saway

(panunuod) g ajqey



Wallis et al. BMC Health Services Research (2022) 22:692

implementation and trial of the GEDI model identified
that engagement with the GEDI team, primary ED clini-
cians, and hospital management was required throughout
the development process [35]. Key clinicians (recipients
in the i-PARIHS model [16]) were active in requesting
GEDI model implementation and were in contact with
the model developers early in planning for implemen-
tation evaluation. This early enthusiasm for the model
facilitated the beginning of the implementation process.
However, continued engagement, between EFs and IFs,
as required by the i-PARIHS model, was not sustained.

In this study, the initial evidence driving the innova-
tion was high quality research that had been undertaken
in a hospital very similar to, and in the same Australian
state, as the two implementation sites [10, 12]. The recipi-
ent clinicians were very enthusiastic to adopt this change
to their practice. The context, however, was negatively
impacted by (recipient) staff changes at the implemen-
tation sites which meant key supports were lost. This
reflects the real world of implementation and change
in health services and is seen in other models interna-
tionally [36]. In addition, while the facilitation was well
planned and resourced it was undermined by unforeseen
local barriers at the site providing the EFs. A key element
that was not sufficiently managed in this project was the
context at the site providing the EFs. Having been pro-
vided with funding by the State Health Department, to
release the EFs from their other duties, management at
the original development site reversed their original
commitment and refused to allow the EFs to engage in
on-going facilitation and support of the recipient sites.

The i-PARIHS model [16] addresses the issues that
might influence the outer context (e.g., organisational
and external health system issues) for the recipients of
change but in this study, it was the outer context of the
site providing the EFs that was the larger issue. When
using the i-PARIHS approach it may be useful to con-
sider the outer context of all organisations involved in the
facilitation model. Despite these issues, the GEDI imple-
mentation process adapted to these destabilising influ-
ences and successfully made changes to practice that the
results of subsequent research showed improved patient
outcomes, at the study sites [17].

We would contend that the i-PARIHS framework
worked as well as any of the other possible frameworks
we could have used (e.g., Knowledge to Action frame-
work [37]), because the factor that most impacted con-
sistency of implementation, organisational context,
changed over the life of the project. We did not use a vali-
dated instrument to measure organisational commitment
such as Organizational Readiness to Change Assessment
instrument (ORCA) [38] but, had we done so, it would
not have alerted us to any issues not already recognised.
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The importance of middle management in practice
change cannot be understated [39]. In this project, man-
agement staffing changes meant that support for the
project was lost and there were no mechanisms within
the State Health Department, nor the local hospital and
health service, to ensure continuity of decision mak-
ing and support for the model. The results of this study
support the contention that middle managers occupy a
significant role in health service organisations and their
leadership training needs to have a clear focus on organi-
zation-level determinants of system change [39].

Finally, there was inadequate fiscal accountability. Hav-
ing transferred funds from the state government to the
hospital there was no requirement for the hospital to
provide an accurate acquittal for those funds, they were
just absorbed into the operating budget. These issues
with financing new models of care for older adults in
ED are not unique to Australia and resonate with similar
research from the USA [40]. Middle manager responsibil-
ity for system change and service renewal should always
be linked to fiscal responsibility.

Limitations

For the qualitative interviews, all undertaken by one
person, all the relevant people involved in the imple-
mentation phase were included, until data saturation
occurred, in line with qualitative methods. Comments in
the Results, however, indicated that following the exit of
some staff the implementation process changed for those
remaining and for those taking over from them. This was
only a small number of people over the 12months of
the study but may have influenced the results. This is a
known issue in the sustainability of change [41]. In addi-
tion, while every effort was made to ensure the data anal-
ysis was a true representation of the implementation, the
inclusion of the facilitators in data analysis may have had
unknown impact on the overall outcomes.

Conclusion

While lack of transparency related to management deci-
sion making and an absence of fiscal accountability per-
sist, effective implementation of evidence-based models
of care will always be subject to changes in context. In
this instance, implementation was successful due to pas-
sionate ‘grass roots’ ED clinicians driving a change in
the model of care for older adults in ED. Success tran-
spired despite the lack of some important aspects of the
i-PARIHS model, such as, consistent middle management
support at the sites that provided both the internal and
external facilitation.
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